Many wvriters have drawn attention to two facts: that our neonatal mortality compares unfavouLrably xvith that in some great European cities before the war, and that half or more of the babies wvho die in the first four weeks of life are premature or immature (McNeil, 1940; Baird and Wvper, 1941; Parsons, 1944) .
very good resuLlts, but theie has been no systematic teaching on the subject of feeding, and each midwife, and, indeed, each pxdiatrician, has had to learn at the expense of the infants. Though I am certain that neonatal mortality could be reduced by a better knowledge of how to feed premature babies, this is hut one aspect of an intricate problem. Good results with these frail infants cannot bl) obtained in anv hospital without certain essentials: highly skilled and devoted nursing, a sufficient number of nurses, rigid care in the prevention of cross infection and the maintenance of the baby's normal body temperature, and also good midwifery. It is a great advantage in maternity hospitals to appoint special baby nurses responsible for infant feeding so that the babies' rouitine is not upset bv any obstetric emergen-cies which claim the whole attention of the midvives on duty. 'rhe credit for the successfUl rearing of a small premature infant belongs primarily to the nturse in charge, buLt she needs skilled medical advice and help. While on the subject of general care, I should like to stress the importance of body temperatuLre in relation to feeding. A baby is mnuch more likelv to swallow and to suck if his temperature is between 98°and 100°than if it is betwveen 96°and 98°; a cold bab wvill not take his food and chilling is a common cause of lack of vitality, of atelectasis and of consequent cyanotic attacks. 1 believe ocdema in the premature baby is usually an indication of previous chilling, and its significance is often missed. I can offer no evidence as to whether ascorbic acid influences the stability of bodv temperattire, as Levine and his coworkers (1941) think possible.
Perhaps the best approach to the problem of lhow to feed prematLire babies in the neonatal period is to consider first the normal food of normal babies (M\1ackay, 1941a) . The values given in Table I (wvhich wvas compiled from manv estimations bv three differenit groups of workers), show that for colostrLmni and early milk combined in the first twvo 1-15 (17) 7-50 (17) 3-26 (17) 18 4 (17) Ditto weeks after delivery, the mean figuLres for protein, carbohydrate, fat and calorie value are very similar to those for mature breast milk, except that the protein value is higher -namely 2o%, or a little over in the secretion of the first two weeks. The mean protein value for this period is raised by the very high protein content of the scanty secretion of the first few davs, but as early as the fifth day, the protein content of the breast secretion is only about 1[7 /. The mean calorie value for the first two weeks is about 19 per fl4id otince. This is almost exactly the mean value found by various workers for mature milk. Nature, therefore, does not provide the newborn babv with a dilute food, a fact worth bearing in mind. Since the calorie value of mature breast milk is usually reckoned in round figures as 20 per fluid ounce, I have adopted this figure when calculating the baby's intake during the first week.
One obvious method of ascertaining the calorie requirements of babies during the first
Proceedings of the Royal Society of Medicine 2 ten days of life is to consider the intake of normal newborn babies who are wholly breastfed and are making good progress. Since small premature babies cannot take their full requirement from the breast, let us consider the intake of bigger babies. In order to obtain the necessary data, I calculated the intake of a consecutive series of 20 babies born at the Mothers' Hospital who were wholly breast-fed. These babies weighed between 5 and 10 lb. at birth. Chart 1 shows the intake of ten babies in this series who, at 10 days old, exceeded their birth-weight. These babies averaged 7 lb. in weight at birth. I assumed that each day's intake had a mean calorie value of 20 per fluid ounce, but t'lis figure may be too low for the first two to three days. In any case the calorie intake goes up step by step each day. and by the seventh day of life has reached nearly 50 calories per pound body-weight at birth. I compared the intake of these babies with the quantity of milk they would have received if fed according to a formula which I have now used for a good many years as a guide in feeding hand-fed infants of all sizes during the first week of life (Mackay, 1941a) . According to this formula I aim at giving hand-fed babies 50 calories per pound birth-weight on the seventh day of life. Oneseventh of 50 calories per pound body-weight is given on the first day, increasing by the same amount each day, so that by the seventh day the baby is taking 50 calories per pound birth-weight. During the first two days, when breast secretion was scanty, these normal babies took considerably less than the formula prescribes, as one would expect, but thereafter the intake increased steadily (Chart 1). The total intake of the group is shown in Table II . From 2 to 7 days old, the total intake tallied almost exactly with that of the formula (it exceeded it by 1 %). I constantly use the formula as a yard stick against which to check the intake between the 2nd and 7th day of life of breast-fed babies who fail to make good progress, and have found it very useful, though it sometimes happens that an individual baby, making good progress, may take much more or much less, in ounces, than the formula provides, possibly because his mother's milk differs from the average in calorie value. In this same series of 20 babies there were 4 babies who just reached birth-weight by 10 days old, and 6 babies who failed to reach birth-weight by that age. Their mean intake for the period from 2 to 7 days old was 93% and 72% respectively of the calorie intake indicated by this formula (see Table II ).
Opinions vary as to the nature of the food to be given to newborn premature babies. I have had satisfactory results with breast milk, and, whenever possible, use this during the first few davs after birth. In a maternity hospital breast milk is nearly always obtainable for the very small babies. I do not add protein to breast milk as some clinicians advocate. Failing breast milk, I generally use either sweetened half-cream dried milk, or sweetened condensed milk, but these are not as well tolerated. The quantity of food given is, I think, much more important than the balance between protein, fat and carbohydrate in different types of artificial food in use for newborn infants.
At the Mothers' Hospital, all feeds are ordered in a concentration to provide 20 calories per fluid ounce. Each ward is provided with a typed schedule of feeding for premature babies of different birth-weights, calculated from the formula I have given you (Mackay, 1941 b) . A second schedule (Table III) shows how to prepare dried milk and condensed milk in a dilution to provide 20 calories per fluid ounce (Mackay, 1941b) . Feeding is generally started about six hours after birth in the hope of minimizing the initial loss in weight.
3
Section for the Study of Disease in Children 53
Babies weighing 2 and 3 lb. usually start with 12 feeds in the twenty-four hours, those weighing 4 lb. with 12 or 10 feeds, those weighing 5 lb. with 8 or 6 feeds in twenty-four hours. At 7 days old the 2-lb. babv is probably still having 12 feeds daily, whereas the : Condensed milk should be freshly diluted for each feed if a refrigerator is not available. § The teaspoon used should hold 14 fluid drachms.
5-lb. baby will probably be getting only 6 feeds. After the first week of life further increases in the food are made, each increase being considered in the light of the baby's rate of gaili in wveight, his appetite, and his toleration of the quantity he is taking. Particular attention is paid to whether or not there is any abdominal distension or fullness. Most small premature babies need 60 calories or more per pound body-weight by the third week of life. In additioni to his food, each baby is prescribed extra water. During the first fewv days the intake of water amoutnts, if possible, to as much again as the volume given in the feeds; by the end of tile first week it is usually considerably less than the volume of the feeds. The nurse gives extra water after, during or between feeds according to how%v the baby takes it best. Babies who do not swallow, or swallow very slowly, are fed by catheter for some or all the feeds. The great majority of small premature babies, however, are spoon-fed at first, but all those who are able to suck are eiicouragetl to take from a bottle or direct from the breast as soon as they can do this withouit being over-tired. The schedtsle is merely a gulide, and every nurse must use her judgment at each individual fecd as to how far it is wise to press the baby to take, and experience and good judgment are verv necessary in this matter. Babies are most often fed propped up on the nuLrse's knee, but I do not attempt to lay down any general rule on the stubject some babies are fed in their cots. Each baby has a day-sheet on which the nurse keeps a full record of food and fluid taken, stools passed, body temperature and any symptoms.
Vitamin D, usuLally in the form of cod-liver oil emulsion, later changed to cod-liver oil compound, is given in small divided doses, as soon as the baby is established on his feeds, being started very graduallv. Ascorbic acid is started next. Iron and ammonipm citrate is often given before the baby goes home in order to simplifv the mother's task, thouigh I do not think extra iron is necessarv until the baby is about 2 to 2% months old. Before the war no premature baby was discharged unless (1) he was making good progress; (2) he was having not more than 6 feeds in twenty-four hours; (3) he was sucking from the breast if the mother had breast milk; (4) he was having supplements of vitamins A, D and C; (5) the mother had herself undertaken in the hospital the task of feeding him and making up any artificial feeds; and (6) home circumstances wvere such that satisfactorv care of the baby was possible.
The following graphs shiow the ordinarv progress of individual babies fed on the lines I have indicated.
A 41/4 lb. baby, shown in Chart 2, regained his birth-weight by 6 days old, although he did not take approximately 50 calories per pound bodv-weight until 8 days old. He wvas 10%2 oz. over birth-weight by 2 weeks old. For his last week in hospital he was wholly fed at the breast. Chart 3 slhows the progress of W. B. weighing 3 lb. 5 oz. at birth. The calorie intake was slightly lower than the formula requirement. He regained birth-weight by the 10th day, aind by 4 weeks old was 19 oz. over birth-weight.
A baby of 2 lb. 9 oz., whose rate of growth is showvn in Chart 4, took more than the schedule scale of nourishment. E,dema accounted in part for a very ranidincrease in veight in the second week of life, but the cedema had disappeared by 14 days old, and by 4 weeks old he was 20 oz. over his birth-weight and beginning to suck from the breast.
These three infants were selected at random, as alreadv stated, in order to show the type of gain obtained with this system of feeding.
Premature babies born in the Mothers' Hospital show a higher hlaemoglobin level by about 2 to 3 months of age than do many premature babies (Mackay, 1935) . Whether or not this is due to this type of feeding I do not know.
Our neonatal mortalitv at the Mothers' Hospital is considerably higher now than it was before the war, but as the system of feeding has remained the same, this must be attributed to other factors. In the year before the war ( 118 premature babies, there were 12 deaths, i.e. a mortality of 10%. One of the 12 deaths occurred at 34 days of age of pneumonia, that is after the ordinarily accepted neonatal period. Of the remaining 11 infants, one died as the result of exomphalos, and 10 died within 36 hours of birth with failure to establish normal respiration. I think I can safely say that in no case was the method of feeding a factor in the cause of death. The 107 babies surviving at 10 days old showed a mean loss in weight after birth of 3-6 oz., that is 4-6% of their birth-weight, and at 10 days old they averaged I oz. over birth-weight. Full details are available of the feeding of 43 of these babies, including nearly all the smallest, until 10 days old (Table IV) . Their mean calorie intake for the first 10 days of life was 94% of the formula allowance, their mean intake on each of the first 7 days being slightly lower than the formula scale. Their initial loss in weight was 5% of their birth-weight, and at 10 days their mean weight was half an ounce over birth-weight. In the second week of life their mean intake was 53 calories per pound body-weight, and the mean gain 5I/2 oz. 1938-39 was not selected as an especially favourable year. I analysed the total mortality among all babies, full term and premature, born alive in the hospital that year and found it to be 1-3%. , 1944) . I am indebted to the co-operation of the nursing staff and the resident medical staff of the Mothers' Hospital for these detailed records.
Standardization of routine infant feeding in a hospital is of great value as it enables all nurses and house officers to become thoroughlv familiar with its details, and reduces to a minimum the likelihood of gross errors or of sudden unintentional changes in feeding through changes in the baby's nurses or medical attendant.
Dr. V. Mary Crosse: The feeding of the premature baby is not always easv. DifficuLlties arise owing to certain defects due to the prematurity: for instance, the sucking and swallowing reflexes may be feeble or absent; there is an.increased liability to regurgitation and inhalation of food; the ailimentary trat is immature, the development of the gastric mucosa bearing a direct relationship to the birth-weight (Miller, 1941) ; and there is a greater need for fluids due to the relatively great body-water-content and the relatively poor kidney function (Young, 1943) .
Food.-Breast milk is generally accepted as being the best food for the premature baby. It may be given diluted during the early days, if the baby is smnall.
If breast milk cannot be obtained, cow's milk will have to be used, and as it is less digestible, tolerance must be established by giving small quantities of weak feeds in gradually increasing amounts.
The premature baby has difficulty in digesting both the protein and fat of cow's milk. Approximately 2-0% protein can be given by the age of 2 weeks, if the curd is modified by dilution, boiling, condensation, drving, lactification or peptonization; but few premature babies can digest mor-e than 15% to 2-0% of fat by this a-e. SuLgar is well tolerated, especially cane sugar. Suitable artificial feeds are therefore: (1) Sweetened condensed milk (1 in 16 to 1 in 6). (2) Unsweetened condensed milk, with I drachm of cane sugar to 3 oz. of mixture (1 in 12 to 1 in 4). (3) Full-cream dried milk with 1 drachm of cane sugar to 2 oz. of mixture (1 in 32 to 1 in 16). (4) Peptonized or lactified cow's milk with 1 drachm of cane sugar to 2 oz. of mixture (1 in 4 to 1 in 2).
Half-cream dried milk, diluted to reduce the protein to a suitable level, contains too little fat for the healthy premature baby, while humanized dried milk contains too high a percentage of fat. Undiluted whey should not be given, owing to the high percentage of mineral salts (0-65%) and the danger of salt retention and cedema. Method of feeding.-Breast-feeding: Infants weighing 5 lb. or over may be breast-fed after the first twelve hours. Those weighing 4%2 to 5 lb. are usually able to be put to the breast on the fourth or fifth day, and should be fed with expressed milk until then. They should start with one or two breast-feeds daily, and increase gradually. Infants under 4% lb. may be put to the breast as soon as they can be handled without regurgitating or changing colour.
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Proceedings of the Royal Society of Medicine 6 Hand-feeding: If the infanlt cannot suck strongly enough to be breast-fed, a bottle is given. If it can swallow, but not suck, it is fed by pipette or spoon; and if it can neither suck nor swallow, it is fed by an oesophageal catheter, passed through the mouth. Nasal feeding should be avoided as the nasal passages are narrow and easily injured and infected. As catheter feeds are not without danger they should only be given by trained staff and they should never be given just to save time and trouble.
In all methods of feeding the head is raised to minimize the risks of regurgitation and otitis media; and the infant is placed ort its right side, to reduce pressure on the heart and facilitate emptying of the stomach. Handling is avoided after a feed.
Size and frequency of feeds.-The frequency depends on the amount which can be taken before the child tires. Smaller babies will only take small feeds and must therefore be fed two-hourly, while larger and stronger infants, who take more, may be fed three-hourly. Catheter feeds are usually giveni at four-hourly intervals, as a relatively large quantity can be given. Initial feed.-In the case of the smaller infants. inco-ordination of the swallowing reflex persists for some hours after birth and it is wise to delay feeding for at least twelve hours.
Fluid anid calorie requirements.-Sufficient food must be given to avoid underfeeding with its dangers of lethargy, fever, cyanosis, loss of weight and dehvdration. On the other hand, overfeeding must be avoided with its dangers of gastric distension, cyanosis, and vomiting and diarrlio.a, leading to loss of weight and dehydration. In actual practice the dangers of overfeeding are greater than those of underfeeding, and in the City of Birmingham Premature Baby Ward stress is laid on survival and not 'on rapid gain in weight. Although the majority do better than this, there is no anxiety unless the initial loss of weight continues after the end of the first week, or is greater than 1 % oz. per pound of birth-weight, or the birth-weight is not regained by the end of the third week. It has been found that the best survival rates, the least cyanosis, abdominal distension and gastro-enteritis, and the most consistent gain in weight (slow but sure) are obtained with the following daily quantities of fluid (feed).
By the third to fourth day -1 oz. per lb. birth-weight daily ,, ,, seventh ,, -2 oz.,. ., ., ,. .. ,, ,, tenth ,, -2 oz .... , .
..
. fourteenth ,, -3 oz.,,,, After the fourteenth --3 to 3k oz. per lb. birth-weight daily As regards calories, the premature infant requires approximately 40 to 50 calories per pound daily by the end of the second week of life, and after this 50 to 60 calories. These values should only be reached gradually. In practice, if the daily amount of the feed is increased, as suggested in the table, the calories will increase automatically. It is wise to give the lowest caloric value on which an infant will gain satisfactorily, and the calories should not be increased so long as the infant is doing well.
Vitamins.-Vitamins A and D: Vitamin D is of particular importance in the premature baby because of the poor store present at birth and the relatively greater growth after birth. Oil is badly tolerated and the vitamin must be given as a concentrate. A small dose of vitamins A and D is commenced at the end of the first week, and this is increased each day until a daily dose of 3,000 i.u. of vitamin D (plus the associated vitamin A) is being given at the age of 4 weeks.
Vitamin B is essential for growth. The requirements of the premature baby are not yet known, but in Birmingham infants are being given 0-2 mg. B1, 0-2 mg. B2, and 3 mg. nicotinic tcid daily, from the third day of life.
Vitamin C is required to complete the metabolism of protein (Levine et al., 1939) . A dose of 5 mg. of a synthetic preparation (e.g. Celin or Redoxon) may be given on the tllird day, and the dose increased by 5 mg. per day, until 50 mg. is being given daily. From the age of 4 weeks orange juice may be substituted gradually.
Vitamin K is given to prevent early hypoprothrorpbinemia. A single dose of 0 5-1X0 mg. of the water-soluble tetrasodium salt of 2 methyl-1, 4 naphtho-hydroquinone disuccinate (e.g. Synkavit) may be given by mouth, approximately six to twelve hours after birth. Mineral salts.-According to Benjamin et al. (1943) extra calcium and phosphorus should be given to a premature baby. Syrup of calcium lactophosphate may be given from the end of the second week in a daily dosage of nt i per pound body-weight.
The administration of iron has no advantage during the first month of life (Josephs, 1934) . Gland therapy.-Thyroid (Pritchard, 1934) has proved useful in lethargic babies, if given in a dosage of 1/10 gr. per lb. body-weight daily (in a divided dose).
The administration of cestrin, as advocated by Aschheim (1927) has not proved of value.
Roonm temperature.-Infants over 4%A lb. often feed better in a cool room (60 to 65°F.).
Section for the Study of Disease tn Children 57 Body tentperalire.-When the rectal temiperature is below 96°F. the infant feeds badly. A stable temperature between 96°and 98' F. is, however, perfectly satisfactory, and attempts to raise it above this level often prove detrimental as suggested bv Blackfan and Yaglou in 1933.
mature babies reared under conditions as nearly standard as was consistent with the progress of each individual, the following six features appeared wvith such regularity that I have adopted them as guides.
The early needs are very small, but they increase rapidly. This strikes me as a sounder conception than that usually put forward, namely, that the baby reqtuires a high calorie intake, but that this cannot be dealt vith during the first ten days. The requirements at the end of the first three davs are approximately 8 drs. of fluid per lb. per day.
The babies start gaining on a feed containing 40 cals. per lb., and 14 drs. of fluid per lb. per day.
Babies weighing over 4%2 lb. arrive at this intake by the fifth to sixth dav; those under 454 lb. by the seventh to eighth day.
The feed must be increased gradually to 60 cals. and 22 drs., before the majority will show consistent gains. Individual variations of as much as + 20%" are common.
An average gain of 42 oz. per day is satisfactory, though many do better than this. I wish to stress that these figures are guides only. None the less, they are sufficiently well established to be used in the construction of a feeding schedtule for individual cases.
Feeding schedutle.-My general plan is as follows: During the first twenty-four hours, nothing is given by mouth. I find that this has almost eliminated voomiting as a difficulty of the early stages. Cyanotic attacks are also fewer in number. On the second dav, glucose saline (1/5 strength saline with 4%py, glucose), is given in qtuantity 54 to 2 drachms two-hourly, for six feeds. This is followed by alternate feeds of glucose saline and expressed breast milk 52 to 2 drachms two-hourly, for six feeds. On the third day, E.B.M. 52 to 2 drachms is given at each feed throughout the day. The quantity chosen is that which is thought to be within the capacity of the infant-erring, if at all, on the side of caution-and this is not increased during the transition period.
By this time the baby's vigour will have been assessed, and the rate of increase can be planned accordingly. It is helpful to know that the average baby can arrive at the landmark of 40 cals. per lb. in the time given-five to six days for those of 452 lb. and over, seven to eight days for those under 452 lb. No attempt is made to force any baby to conform rigidly to schedule.
If the baby cannot approach the desired rate of intake, gavage is considered. As this involves little effort on the part of the child, the quantities are made to correspond to schedule, with the modification that the feeds are given three-hourly instead of twohourly. For simplicity, the increments are measured to the nearest 54 drachm.
When the intake reaches the neighbourhood of 40 cals. per lb., the wveight begins to rise satisfactorily. Experience shows, however, that this rise will not be maintained.
When it starts to falter, I increase the feeds, provided the baby can manage larger volumes, until the intake is about 60 cals. per lb. This increase need not be hurried so long as the weight is maintained. In the later stages, further increases may be necessary to satisfy the baby's hunger. Quite a number of infants, on reaching 5 lb. or over, have demanded as much as 80 to 90 cals. per lb. Flutid requireenenzts.-Experiments were made to find out if the fluid intake was adequate.
Extra fluid was given after the milk feeds in a series of cases. In general, there was no effect either on the weight or on the condition of the patient. The fluid content of the undiluted milk appeared to be sufficient.
There are some exceptions to this general ruLle. If the intake is smaller than normal, dehydration may occur, and special precautions should be taken with some groups of cases.
Small babies, and children born of toxic mothers are particularlv liable to dehydration. Additional fluid causes an immediate gain in weight, corresponding to the increased turgor of the tissues, but its continued administration has no effect after the dehydration has been overcorne. For babies of under 352 lb. body-weight, I now regularly 58 Proceedtngs of the Royal Society of leditcine s prescribe subcutaneous saline (1/5 strength), 5 to 20 c.c., four to six hourly, given by syringe. This is continued until. together with the fluid taken by mouth, the total intake is about 16 drachms per lb. As the oral intake increases, the subcutaneous injections decrease in number and volume, so that the total remains at the same level. The injections are started on the first day of life, twelve hours after birth. For other babies. additional fluid is given either by cesophageal tuibe or subcutaneously, according to need, if sucking is too exhausting.
Dehydration may also occur due to overheating. This is apt to happen to small babies in wards where the room temperature is not thermostatically controlled. Extra fluid may cause quite a marked rise in a hitherto unsatisfactory weight chart.
Food.-T4e next point to decide is what the food shall be. I work principally with breast milk. It is particularly valuable with the smaller and feebler babies. I give it undiluted and I have never seen digestive troubles in consequence.
For the well-established infant, /,4-cream Cow and Gate is very satisfactory, and indigestion seldom results. Indeed, digestive upsets have been rare in my whole series, and have usually been attributable to some cause other than the quality of the food.
I have used evaporated milk with success, buit have not had occasion for gaining wide experience with it in premature infants. There is, further, the current difficulty of supply.
This brings me to speak of the use of concentrated and fortified feeds. In view of the fluid requirements, I do not find any place for such devices as concentrated milk, either breast or cow's, in the feeding of the normal premature baby. Occasionally, one finds a baby whose weight gain is unsatisfactory, but it has temporarily reached the limit of its capacity to deal with larger volume. In such a case, the addition of soluble protein up to 4%, is a useful way of increasing the calorie value without increasing the bulk of the feeds. I have used soluble protein in a number of cases, and I have been satisfied with the results. The protein is well tolerated, and has never upset the digestion.
The frequenicy of feedings.-My own practice is to feed all babies two-hourly, until they are thoroughly well established, when a change is made to three-hovrly feedingseight in twent)y-four hours. When the infants -are being prepared for discharge, the number is reduced to six, and they are discharged on a normal three-hourly schedule.
As many as eighteen feeds in twenty-four hours are recommended by some authorities. I have tried this, but found it impossibly wearing both for baby and nurse, and without corresponding advaniages. In the other direction, some workers give eight three-hourly feeds from the start. My difficulty is to get the weakly baby to suck long and vigorously enough to ingest the larger feed without fatigue. When the baby cannot suck satisfactorily at all and gavage is employed, eight feeds are all that are necessary. The limiting factor appears to be the baby's energy and not the capacity of its stomach.
The method of feeding.-Most babies of over 5 lb., unless there has been toxaemia, can manage breast-feeding either immediately or after a few days. Of those between 4%, and 5 lb., some can breast-feed without difficulty, while others are better hand-fed. Those below 4%/ lb., should be hand-fed until they are well established.
The smallest babies-between 2 lb and 3 lb.-are fed with a pipette until they can suck and swallow easily, when a Be]croy feeder may be tried. From 3%2 lb., the babies may have to be pipette-fed for a time, but the majority can take from a Belcroy feeder quite soon. Between 3%2 lb. and 4%V2 lb., the babies can manage a Belcroy feeder from the start, and the larger ones soon do better on a bottle.
The weakly babies who tire rapidly before they have taken a full feed are something of a problem. I think that most padiatricians are somewhat prejudiced agaipsl gavage except as a last resort. I certainlv share the prejudice, but in skilful and careful hands there appears to be little against it. Sufficient food can be introduced rapidly and with little fatigue to the patient. I still feel, however, that gavage should never be permitted merely as a convenience to the nurse. Miscellaneous.-A few miscellaneous points remain to be mentioned. I add iron at 3 weeks if the digestion is stable. This is necessary to prevent the anBemia which is constantlv present from getting worse. It may have a disappointingly small effect in actually raising the hxemoglobin percentage. Vitamin C is also added at this timeparticularlv if there is any addition of protein to the feeds. Vitamin D is included as soon as it is judged that the digestion will stand it. I have not found thyroid very helpful. I have used it in a number of cases where the baby has been sluggish, but I have not found that there has been any appreciable improvement in the clinical condition or in the weight chart. Vitamin K is given in the labour theatre to all premature balies.
(Charts were shown illustrating the progress of babies of different weights, fed according to the scheme outlined.)
